SUMMARY The prevalence of symptoms in the community is sometimes used as an index of untreated morbidity. However, such an index can be very misleading unless it makes allowance for differences in symptom severity between declared and undeclared patients. Recent attenders at one health centre were compared with controls who had not seen their GPs for at least three months. Comparisons of symptom severity were made between attenders who had reported one or more of seven selected symptoms and non-attenders who said they were troubled by the same symptoms. For the symptoms selected, it was found that a high proportion of sufferers in both groups were of at least two months' chronicity. Prevalence rates of up to 33% for backache and tiredness in older women were found in non-attending controls, but symptom severity was significantly less than in patients who had recently consulted their doctors with the same symptom. Symptoms were both more prevalent and more severe among women than among men. It seemed unlikely, however, that this difference could explain the higher consultation rates for women, because the same excess of women over men persisted among consulters. It seems that for these symptoms increasing severity is associated with an increasing probability of attending the surgery but that the symptom functions more often as a background factor than as a precipitant.
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The treatment and prevention of illness depend upon bringing together the patients or potential patients and the services they need. Enthusiasts in preventive medicine and epidemiology have advocated screening to seek out those who are in the early stages of illness and who either do not realise it or for some other reason do not seek help themselves. Screening procedures are expensive, however, and inevitably the question of cost-effectiveness arises. Elaborate screening procedures have often been introduced without attempting to demonstrate their effectiveness (Cochrane, 1971) , and for some diseases early intervention seems to do little to alter the ultimate prognosis. The alternative is to rely upon the patient to be impelled to seek help because of the discomfort and distress caused by the disease. Commonsense suggests that this is the predominant influence on people to seek treatment or prevention of further deterioration, and it is therefore surprising that so little attention has been given to the effectiveness of symptoms as a stimulus to seeking medical advice.
The symptoms of illness in its early stages are often mild. There is much evidence that general morbidity, using symptom prevalence as an index, is remarkably high, and rarely leads to medical help-seeking (Wadsworth & Ingham, 1978) . In one inquiry (Banks et al., 1975; Beresford et al., 1977) a group of women studied for a period of four weeks reported symptoms on an average of 10 days out of the 28, but there was only one patient-initiated consultation in 37 symptom episodes. Results of this kind can be misleading, however. Undeclared symptoms may be so mild and unobtrusive as to be indistinguishable from the discomforts and distresses of everyday life that beset us all from time to time, but do not signal the presence of illness. We will make the assumption that the more subjectively severe the symptom, the more likely it is to indicate that the patient is in need of medical help. This may not always be true in individual cases but in the absence of other information it seems the most reasonable assumption to make. Certainly, before symptom prevalence rate can be used as an index of untreated morbidity, it is 191 192 necessary to make allowance for symptom severity. We need to know how the undeclared symptoms compare in severity with those of the help-seekers.
Material and methods
The study was part of a larger survey designed to investigate the determinants of consulting behaviour in a population of patients registered in one health centre with a catchment area comprising one clearly defined district of a New Town in Scotland. Because it was a New Town, the population was skewed towards the younger age groups, compared with the general population of the country. The study was confined to adults aged 16-75.
Comparison was made between recent attenders with new episodes of illness and controls who had not recently consulted their GPs. During one year a random sample of new episode consulters was drawn daily from those attending the health centre. Sampling rates were one in six for females and one in four for males. For Approximately 93% of attenders were interviewed successfully at the health centre, as estimated from a random sample of six of the 52 weeks covered by the study, and 29-7% of these were eligible for inclusion in the sample to be interviewed subsequently at home. The refusal rate for this first interview was 5-4%; 0O8% were missed for other reasons.
Assuming that the -proportions eligible and sampled would have been the same among those not interviewed at the health centre and among those who were willing to be sampled, it is possible to calculate lapse rates based upon the total sample that should have been obtained. On this basis the overall refusal rate was 18-4%, and 73 0% of the sample were interviewed successfully at home. The rest were accounted for by people missed at the health centre (1.1%), lapsed because they had not been interviewed within the stipulated 14 days of the consultation (6.3%), and moved or incompletely interviewed (1.1%).
Of the controls selected first, 56*0% were interviewed successfully, 9-9% were unwilling to co-operate, and 9-9% were untraced. The rest had moved too far afield to be visited, or were found to have visited their doctors between selection into the sample and the home visit. Controls not interviewed were replaced by others also selected at random.
Patients and controls were interviewed at home by a trained Medical Research Council interviewer as soon as possible after the initial health centre visit.
The interview was extensive and employed a range of techniques, but those reported here took only a few minutes and comprised severity scales for each of the seven target symptoms. The scales had been tried in earlier pilot studies (Ingham and Miller, 1976a; 1976b) and comprised five statements for each symptom, graded by severity (see Appendix). Scales were presented in two forms: pair comparison, and visual analogue using a 20 cm line. A further set of seven visual analogue scales required the subjects to rate the degree of unpleasantness associated with each of the symptoms, as experienced by them during the past month.
Results
The percentages declaring symptoms at each of several levels are shown in Table I 19-0 32-3 15-7 28-3 14-0 24-2 13-2 23-2 9-1 17-2 10-7 16-2 4 9 7-1 * There are the same numbers of male controls but because of administrative errors there are three fewer female controls. past. A three-way analysis of variance (group x sex x age) revealed highly significant effects of group and sex, but the frequency distributions were highly skewed and some significant interactions made it difficult to interpret the main effects. The comparisons of greatest interest in the present context were those between patients and controls who had admitted the presence of the same symptoms. Fortunately these subgroups yielded reasonably symmetrical distributions and this enabled us to use parametric tests of significance on comparisons between patients and controls. Table 2 compares the mean scores of patients declaring each symptom (that is, patients who informed the interviewer that they intended to tell the doctor about it) and controls who declared the same symptom (that is, admitted its presence at the home interview). On the symptom severity scales, both pair comparison and visual analogue, there is hardly any evidence that patients have, in general, more severe symptoms than controls who declare the presence of the same symptoms. On only three of the 14 scales do patients have significantly higher symptom scores (P <005, 2-Tail), and in six the differences are in the opposite direction, although not significantly. All scales revealed significant differences between the sexes (higher severity in women than men) and in some cases there were significant interactions between age and sex. Separate comparisons for younger and older men and women also showed little evidence of greater severity in patients. In the younger age group, only five of the 28 comparisons were significant in that direction and 10 were in the opposite direction, three of them significantly. There were no significant differences for the older age group, partly perhaps because of small numbers.
When All subjects were asked whether they had sought help for the symptom at any time in the past; among the controls, from nine to 55 according to symptom said they had. Their mean scores on the symptom scales were somewhat higher than the rest.
Fifty per cent of the consulters were seen within four days of the consultation and virtually all of them within 14 days. They had all been asked again at the home interview whether they were troubled by the symptoms and some (from 14 to 58 according to group.bmj.com on April 1, 2017 -Published by http://jech.bmj.com/ Downloaded from Symptom prevalence and severity in a general practice population symptom) said they were not, despite the fact that they had just attended the health centre and complained of it. Table 3 compares mean symptom scores as in Table 2 , but excluding patients who at home interview no longer admitted the presence of the symptom and controls who had sought help for it in the past. Clearly, provided these two groups are excluded, non-consulting controls with symptoms do indeed seem to have them less severely than patients who have consulted their doctors with the same symptoms, and seem to express much less distress. There is a possibility, however, that this generalisation may apply only to certain age/sex group.bmj.com on April 1, 2017 -Published by http://jech.bmj.com/ Downloaded from Symptom prevalence and severity in a general practice population main reason for the consultation, and patients had not usually stated spontaneously that one of the target symptoms was the reason for the visit. The proportion of symptoms mentioned spontaneously was particularly low for the psychological symptoms, anxiety, depression, and irritability, but even backache and headache were declared spontaneously by only about half of those who admitted having them and who had declared their intention of mentioning them to the doctor.
On the whole, for most of the patients we have included in the analysis, the target symptoms may be said to have influenced the patients' self-referral, although other symptoms and problems had probably been the determining factors that finally precipitated the consultation. Those who had declared a symptom spontaneously as the reason for the health centre visit had mean scores on the symptom scale remarkably similar to those who had responded positively only to specific questioning (Table 3) .
Prevalence rates are clearly higher among consulters than among controls. It is possible that the act of consultation induces a set in the patient to respond positively to questions about symptoms, but consulters who do respond positively show evidence of greater severity than controls, even on scales that have been designed to minimise the influence of irrelevant sets. Consultation-induced positive sets cannot be entirely ruled out but it seems likely that symptoms as assessed by our techniques do play some part in causing people to consult their doctors. At the same time, it should be noted that less than a third of patients declaring a symptom had an acute onset or exacerbation within the previous month. For psychological symptoms the proportion was even smaller. With acute onset or exacerbation, having the symptom may, in part at least, lhave precipitated the consultation, whereas when the onset was more than one month before the consultation it was more likely to have contributed as a background factor. The proportion of acute onsets among controls with symptoms was very small compared with that among consulters ( (1970) showed that the high prevalence of psychiatric symptomatology in a community sample was due mainly to a high frequency of less serious symptoms. However, it was not the severity of individual symptoms they considered, but type of symptom. Similarly, Wing et al. (1978) , using the present state examination and index of definition, showed that the majority of women with symptoms in a general population did not have sufficiently well-defined disorders to make a diagnosis possible. Furthermore, those who were diagnosable, most of them with depressive disorders, had on average fewer and less severe symptoms than either inpatients or outpatients with the same diagnoses.
The present study shows the same thing for specific symptoms, and it has also revealed the high proportion of chronic symptoms among controls. One of the factors that determined our choice, of physical symptom was frequency among GP attenders. It would be interesting to see whether less frequent symptoms also tend to be chronic when they occur among non-consulting controls.
The symptoms we have been studying tend to be more prevalent among women than among men, for consulters and controls alike, and most women are more likely to tell their doctors about them. Backache is an exception for consulters but not for controls (Table 1) 3. Non-consulting controls with symptoms contain a high proportion of chronic sufferers when compared with consulters, but the chronic sufferers also tend to report their symptoms as less severe.
4. For the patients who had visited their doctors declaring one or other of the symptoms, the severity of the symptom seems likely to have increased the probability of their attending the surgery, but more often as a background factor than as a precipitant.
